Patient Satisfaction 1

U.S. Army - Baylor University Graduate Program in Healthcare Administration

Graduate M anagement Project:
An Evaluation of the Johns Hopkins Outpatient Surgery Center

Patient Satisfaction Survey

Submitted to:
Mgor Barry Evans, Ph.D.

November 24, 1999

Captain Dorothy L. Oakes, USAF, MSC, CHE
600 North Wolfe Street, Billings Adminigration 107
Bdtimore, MD 21287-1607

410-955-5059



Report Documentation Page

Report Date Report Type
00 Nov 1999 N/A

Dates Covered (from... to)

Titleand Subtitle
An Evauation of the Johns Hopkins Outpatient Surgery
Center Patient Satisfaction Survey

Contract Number

Grant Number

Program Element Number

Author (s)

Project Number

Task Number

Work Unit Number

Performing Organization Name(s) and Addr ess(es)
The Johns Hopkins Hospital 600 N. Wolfe St Admin 107
Baltimore, MD 21287-1607

Performing Organization Report Number

Sponsoring/M onitoring Agency Name(s) and
Address(es)

Sponsor/Monitor’s Acronym(s)

Sponsor/Monitor’s Report Number (S)

Distribution/Availability Statement
Approved for public release, distribution unlimited

Supplementary Notes

Abstract

Subject Terms

Report Classification
unclassified

Classification of thispage
unclassified

Classification of Abstract
unclassified

Limitation of Abstract
uu

Number of Pages
70




Patient Satisfaction 2

Acknowledgements
| am grateful for the assstance and guidance provided by Terence Cunningham, Vice President
of Adminigration; Roberta Heath, Director of Outpatient Surgery and Specid Procedures Units;, Mollie
Jenckes, Qudity Management Andyst; and Dr. Laura Morlock, Professor of Hedth Policy and

Management. Their support was instrumentd in bringing this project to fruition.



Patient Satisfaction 3

Abstract

Changesin the hedlth care market such asincreased competition, managed care, and declining
reimbursements provided incentive for hedlth care organizations to seek better ways of doing business
and many darted embracing the qudity culture. These changesin the hedth care market dong with a
shift to consumerism have forced virtudly al health care organizations to face the chalenge of defining
and measuring qudity. Customer or patient satisfaction is awiddly accepted measure of qudlity.
Numerous organizations use satisfaction surveys as the foundation for organizationd improvement and
the Johns Hopkins Hedlth System is no different.

The purpose of this study was to evauate the patient satisfaction survey insrument used in the
Johns Hopkins Outpatient Surgery Center and to provide recommendations on how surveying patient
satisfaction in this service area might be improved. The objectives of the study in regards to evauation
of the current survey instrument were two-fold. Thefirst part of the evaluation assessed the
psychometric properties of the instrument using statistical anadyses. The second part of the evauation
criticaly evduated the survey indrument relative to the literature.

The andlyses of the survey indicated that the survey was adequate in terms of vdidity and
reliability. Nonethdess, suggestions on how to improve the survey are offered. Improving the survey
using scientific methodology is a resource-consuming process. Based on this and other facts and the
desire to benchmark with other academic medical centersit is recommended that an outside vendor be

used to provide patient satisfaction survey services to the Outpatient Surgery Center.
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Introduction
The acceptance and proliferation of tota quaity management and process improvement that
began in the early 1980’ s resulted in an increased sengtivity to exploring customer expectations and
asessing what satisfied and even delighted customers. Manufacturing industries were the firgt to
embrace the totd qudity movement. The semind event that provided the impetus for organizationsin
the United States to look to total quaity management occurred on June 24, 1980 with the airing of the

televison documentary If Japan Can ... Why Can't We? This highly successful documentary outlined

the work of W. Edwards Deming and Joseph Juran in Japan after World War |1 that ultimately
propelled Japan to become a leader in severd manufacturing industries through quality and productivity
improvements. Using statistica process contral techniques and changing organizationd culturesto be
customer focused were the keys to Japan’ s turnaround after the war (Walton, 1988).

During thistime of the quaity revolution in the United States, the hedlth care industry did not see
an immediate need to implement qudity practices and techniques. Eventudly, the hedth care industry
saw the need to espouse the tenets of managing for quality and improving processes. Many hedth care
organizations started their qudity journeysin late 1980's, as reported by the Joint Commission on the

Accreditation of Hedlthcare Organizations (JCAHO) (1992) in their book Striving Toward

Improvement: Six Hospitals in Search of Quality. This book describes the qudity journey of Sx

hospitds that had made significant progress in their qudity improvement journeys. Each of the x
hospitals featured began their qudity journey in 1988. It seems as no coincidence that these
organizations began their qudity journeys one year following the Nationd Demongtration Project
(NDP). The NDP was an experiment in the gpplication of quality management to hedlth care. In the

NDP, twenty-one hedlth care organizations were matched up with an indugtrid quaity management
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expert from amgor American company to implement quaity management methods in a hedth care
setting (Berwick, Godfrey, and Roessner, 1990).

Changesin the hedlth care market such asincreased competition, managed care, and declining
reimbursements provided the incentive for hedlth care organizations to seek better ways of doing
business and many started embracing the qudity culture. These changes in the hedth care market dong
with a shift to consumerism in the hedth care arena forced hedlth care organizations to face the chalenge
of defining and measuring qudity. Customer or patient satisfaction is awidely accepted measure of
qudity (Carey & Sealbert, 1993). Support of thisis clearly evident by the proliferation in the
development and use of patient satisfaction instruments over the past decade (Marsh, 1999). A survey
conducted in 1993 by Cooper Research found that amost 95% of hospitas surveyed used some form
of patient satisfaction measurement and 83% of respondents used the patient satisfaction survey results
to direct and cregte organizational changes (Burns, 1993).

Problem Statement

Numerous organizations, regardless of the industry, use satisfaction surveys as the foundation
for organizationa improvement. It is through the process of organizationa improvement that
organizationd structure and processes are eva uated and subsequently changed to move the organization
to higher levels of performance. Results from satisfaction surveys are used to indicate what service
areas or processes can be improved to increase the consumer’s leve of satisfaction. In some
organizations satisfaction survey results are used to determine rewards and even executive bonuses
(Spitzer, 1988). Severa organizations tie patient satisfaction to employee performance. Thirty-eight
percent of organizations surveyed in a 1993 study use patient satisfaction survey results when

conducting reviews of work performance (Burns, 1993).
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If satisfaction surveys are to be useful to organizations they must satisfy psychometric sandards,
i.e. vaidity and reliability (Meterko, Nelson, & Rubin, 1990). If asurvey providesinaccurate or
unreliable results or results that are of little or no vaue or utility to the organization, then much time and
resources are wasted by the organization in developing, preparing, and distributing the survey, and
andyzing results. The organization must aso congder the inconvenience to the respondent in time spent
completing the survey. With so much riding on the results of satisfaction surveysit isimperative that the
survey instrument be carefully constructed and adequately assessed for maximum utility.

Conditions which Prompted the Study

Increased competition in hedlth care has led many hedth care organizations to seek waysto
attract new consumers and maintain current consumers of heglth care services. In order to do this
hedlth care organizations must have adequate means to assess consumers wants, needs, perceptions,
and expectations so that they can better evaluate and improve programs and processes. In an
environment of increasing demand and diminishing resources, improvement efforts must be carefully
selected and appropriately focused to make the mogt efficient use of scarce resources.

Over the past two decades hedth care consumers have changed their view of hedth care.
Many consumers are playing amore active rolein their hedlth care decisons. Thisisaresult of severd
factors a work throughout the genera population. Firgt, today’ s health care consumers are better
informed, thus reducing the asymmetry of information between patients and providers. Accessto hedth
care reated information has improved dramaticaly with increased proliferation of internet usage. A
recent survey indicated that in 1998 some 60 million Americans used the internet to search for hedth

care related information (Ryan Report, 1999).
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Another factor that has changed how consumers view hedlth care is the backlash againgt
managed care, which has increased awvareness of hedth careissues. The on-going congressional
debate on the “ Patient Bill of Rights’ is yet another factor impacting consumers view of hedth care and
helghtening awareness of the generd public. The heightened awareness and changing view have led to
more demanding patients who are increasingly critica of the quality of care and servicesthey receive. In
response to consumer demands regulatory bodies such as the Joint Commission on Accreditation of
Hedthcare Organizations, Nationd Committee for Quality Assurance, and some State regulators are
assessng patient satisfaction with regard to a multitude of areas. These areasinclude the iron triangle of
cost, quaity, and access as well as convenience and perception of services (Krowinski & Steiber,
1996). Additiondly, some third party payers are using patient satisfaction and outcomes measures to
determine with whom they will continue contracts and to whom they will awvard contracts (Bowers,
Swan, & Koehler, 1994; Chung, Hamill, Kim, Waters, & Wilkins, 1999; Rossli, Santducia,
Woodward, & Luecke, 1996).

In the ambulatory setting there isincreased need to assess patient satisfaction due to the shift
from inpatient care to outpatient care. This shift is due to technologica advancements in procedures and
equipment and managed care’ s drive to reduce costs and length of stays. An additiond push for this
shift comes from consumer demand that is aresult of an ideologicd shift in our society to have needs
satisfied expediently. A research study conducted by the Hedth Care Advisory Board (1999a), using
the Source Book of Hedlth Insurance Data, Hedlth Insurance Agency of America (HIAA), showed the
increasing trend in outpatient surgery volumes from 1991, 1996, and projected into 2001. The total
volume (in millions) of outpatient surgery procedures performed in hospita settings, freestanding surgery

centers, and physician offices are asfollows: 15.8 in 1991, 22.1 in 1996, and a projected 26.8 in 2001.
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See Table 1 for abreakdown of volumes by procedure setting. This trend in increased outpatient
surgical volumes provides further incentive to determine what satisfies patients so that efforts can be
taken to improve satisfaction and devel op targeted marketing to attract patients to increase market
share. Additiondly, the shift from inpatient to outpatient reduces the amount of contact time between
hedlth care providers and patients, further stressing the importance of assessing patient satisfaction
(Noon & Davero, 1987).

Table1l. Trendsin Qutpatient Surgery Volumes (in millions)

Hospital Outpeatient Freestanding Surgery Physcian Offices
1991 11.6 2.8 14
1996 13.8 4.9 34
2001 14.7 6.8 5.3

Source: Sourcebook of Health Insurance Data, HIAA, 1996; SMG Marketing Group, Inc. as complied
from research conducted by the Hedth Care Advisory Board.

In addition to these generad market trends there are specific local conditions that prompted this
sudy. The Johns Hopkins Medicine Senior Director of Ambulatory Operations and Practice
Management questions the reliability, vdidity, sengtivity, and specificity of the current Outpatient
Surgery Petient Satisfaction Survey instrument. The current survey insrument is an in-house devel oped,
eleven-item questionnaire (Appendix). Eight of theitems are 5-point scaled items, ranging from 1 —
bel ow expectations to 5 — exceeded expectations. One question offers a dichotomous response choice
and thefina two questions are open-ended questions. The current survey has been used for over four
years and isyidding somewhat undifferentiated results with little variance over time. Therefore, some
gtaff members, such asthe chair of Johns Hopkins Outpatient Center Operating Room Committee,
question the value and utility of thisdeta. Additiondly, the psychometric (religbility and validity)

properties of the survey instrument have not been analyzed.
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Literature Review

Assessing and measuring patient satisfaction has been widdy discussed in the literature with a
burgeoning beginning in the 1970's. This literature review will focus on defining patient satisfaction,
methods of assessing patient satisfaction, the research design, survey congtruction, distribution, and
andysis of sdlf-administered surveys. The axiom of what gets measured gets done (or managed) seems
to gpply to patient satisfaction. Clinicad managers, hedth care adminigtrators, and executives will find it
very difficult to manage and improve processes or outcomes that are not clearly defined and
subsequently measured gppropriately. Before going further, it isimportant to first define patient
stisfaction.

Patient Satisfaction

Although there is no widdy accepted single definition of patient satisfaction there is agreement in
the literature that patient satisfaction is multi-dimensiond (Chung et a.1999; Hall & Dornan 19883;
Krowinski & Steiber, 1996; Lewis, 1994; Linder-Pelz, 1982; Spitzer, 1988; Strasser & Davis, 1991,
Ware, Davies-Avery, & Stewart, 1978; Ware, Snyder, Wright, & Davies, 1983; Zyzanski, Hulka, &
Cassdl, 1974). Strasser’s and Davis' s (1991) description of patient satisfaction captures fairly
succinctly the essence of what was found in the literature.

Patient satisfaction is conceptudly defined as patients' vaue judgments and

subsequent reactions to the simuli they perceive in the hedth care environment just

before, during, and after the course of their inpatient Stay or clinic vist. Thesevadue

judgments and reactions will be influenced by the dispositiona characteritics of the

patients and their previous life and hedth care experiences (p. 55).
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Patient satifaction is related to perceived quality. Patient satisfaction is the patient’ s judgment
of the qudity of care received and is an important indicator in determining the qudity of hedth care
ddivery (Chung et d.1999; Donabedian, 1966 and 1988; Ford, Bach, & Fottler, 1997; Marsh, 1999;
Ware, et al., 1983). Donabedian (1988) satesthat patient satisfaction isvitd in assessing the qudity of
the design and adminigration of hedlth care organizations. Most patients assess qudity in much the
same way, without scientific basis, which is counter to the scientificaly based method physcians use to
evaluate qudity (Bowers et d., 1994; Lewis, 1994; Spitzer, 1988; Tucker & Munchus, 1998; Ware &
Snyder, 1975). Patients do not distinguish between the art and technica aspects of hedth care (Like &
ZyzansKi, 1987).

Asnoted by Eriksen (1987), Donabedian clams that patient satisfaction demongtrates the
provider's or hedlth care organization’s degree of success in measuring up to the patient’ s expectations
and vaues, those matters on which the patient is the expert. Many times patient perception of
satisfaction is based on what isimportant to the patient’s psychologicd and physica well being and
comfort (Spitzer, 1988). In order for the organization to effectively delve into redlm of patient
satisfaction, satisfaction must somehow be measured.

Petient satisfaction is measured for a variety of reasons as previoudy discussed. In addition to
being reated to quality outcomes and quality improvement, patient satisfaction is dso related to hedth
service economics. Patients who are dissatisfied are more likely not to comply with hedlth care
providers directions, may not return for ascheduled follow-up, may disenroll from their hedth care
plan, and may negetively influence others in regards to the provider or the hedth plan (Linn, 1975;

Marsh, 1999; Rossdlli et al, 1996; Rubin et d. 1993; Ware & Davies, 1983; Ware & Hays, 1988).
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Methods of Surveying Patient Satisfaction

There are numerous methods of surveying patient satisfaction, which can be divided into
quditative and quantitative methodologies. Quadlitative resesarch methods are those that describein
words or in writing the care or service recelved and the patient’ s experience of that care. In essence, it
is entering the patient’ s world and assessing hedlth care services from the patient’ s perspective.
Conducting afocus group to discuss patient experiences with asmal group of patients who recently
received careis an example of quantitative research. Quantitative research methods measure patient
satisfaction by some form of a counting measure or through the use of scaled responses, such asthose
used in a Likert-type questionnaire (Krowinski & Steiber, 1996; Strasser & Davis, 1991).

Frequently qualitative methods are used first to explore the aspects of the service or care
rendered that appear to be related to satisfaction. Quadlitative research provides the researcher with
what patients find to be important determinants of patient satisfaction. Additiondly, quditative research
can sarve as an indicator for what questions should be asked in quantitative research to adequately
assess patient satisfaction. Good quantitative research is based on quditative research. Quditative
methods are used to ascertain the particular areas of interest, while the quantitative methods are used to
measure them. Quantitative research methods determine percent of patients satisfied, satisfaction
intengity, and what attributes of care are contributing or detracting from patient satisfaction. (Krowinski
& Steiber, 1996).

Mogt of the studies reviewed for this research project used some form of quantitative research
method, while many used a combination of quditative and quantitative research methods. Ford, et d.
(1997) provide a comprehensgive review of qualitative and quantitative research methods used for

measuring patient satisfaction. The qualitative methods discussed by Ford et d. (1997) include:
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managerid observations, employee feedback programs, work teams and quality circles, and focus
groups. Another qualitative method discussed by Krowinski and Steiber (1996) is the in-depth
interview. It may be of interest to note that Ford et d. (1997) categorize interviews as quantitative
research methods.

The quantitative methods discussed by Ford et d. (1997) include: comment cards, self-
administered mailed surveys, on-dte persond interviews, telephone interviews, and mystery shoppers.
All these methods should be sdlf-explanatory except for the mystery shopper. In mystery shopping a
trained observer encounters the hedlth care system as a patient and records the encounter with
numerica ratings so that the ratings can be compared over time.

Ford et d. (1997) provide detailed descriptions and substantia discussion of advantages and
disadvantages of each research method. Developing an organizationd Strategy for assessing and
measuring patient satisfaction that determines the best fit between the needed information and the value
and the cost of the information requires knowledge of what methods are available. Management must
carefully assess the advantages and disadvantages of each of the methods under consideration in relation
to organizationd factors. Organizationa factorsinclude facility Sze, type of technology, patient’s ability
to judge care they recaive, length of service encounter, service location (inpatient or outpatient), and
degree of organizationd change.

Although not discussed by Ford et d. (1997), Fitzpatrick (1991a) suggests tape recording
patients feedback during interviews or discussion groups so that the recordings can be played back to
gaff. This supplement to the previoudy mentioned methods will help sengitize saff membersto the
patient’s point of view. Other methods discussed by Lewis (1994) include diary keeping, telephone

help lines, and videotaping patient feedback. There are numerous methods or combination of methods
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that can be employed to measure and assess patient satisfaction. Method selection is not smple and
must take into account reasons or objectives of assessing patient satisfaction aswell asthe
organizationd setting. Once the method is selected, the researcher must determine what questions to
ask, which isthe beginning of survey development.

Research Design and Survey Devel opment

Survey development is an integrd part of the overdl research design. Thereisno one single
way to develop asurvey or design aresearch project to assess patient satisfaction. However, using a
process that employs a methodica, scientificaly based proven gpproach should yield the best results.
There are severd excellent texts that researchers can use as references that provide comprehensive

guidance in the development of survey research. One such text is Measuring Patient Satisfaction for

Improved Patient Services, by Strasser and Davis (1991), which is an easy to read text based on their

experiences in developing surveys with the Petient Satisfaction Measurement Team at Ohio State
Univergty. This book contains awedth of information on developing patient satisfaction surveys.

McDowel and Newdl (1996) thoroughly discuss the current status of hedlth measurement and
describe severd of the leading health measurement methods. According to the authors, the intent of the
text isto provide students and researchers with ideas for further studies and to provide researchers with
examples of sound measurement scaes dready in use 0 asto persuade them not to invent their own
unique scaes. Aday (1996) describes severd stepsin designing and conducting surveys. Aday’s
(1996) steps include severd feedback |oops reflecting the fact that designing asurvey is*adynamic,
iterative, and interactive process’ (p. 17). Krowinski and Steiber (1996) provide a good roadmap for
designing patient satisfaction research that essentialy covers the same topics as the previoudy

mentioned authors in a concise format. According to Krowinski and Steiber (1996) the following are
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the key areasto that are essentid to developing the research design: identify decison-makers, determine
the objectives, define patient satisfaction, select research methodology (quditative and/or quantitative),
and develop aresearch plan.

According to Krowinski and Steiber (1996) after the draft of the research plan is developed the
key decison-makers need to review, provide input, and gpprove the plan. After decision-maker input
and approvd is received, which may mean multiple meetings and edits to the plan, the find plan should
be a step-by-step guide of the research process. The decision-makers play a pivota rolein the
research development and use of the research findings. Decision-makers will be more apt to use the
resultant information if they believe the data were gathered using sound research methodology that they
helped to develop and approve.

Congtructing the Survey

After developing the research plan and progressing through it to the point thet quditative
research has been conducted to determine what is cregting satisfaction, it istime to develop the survey
instrument. The determinants of satisfaction provide good indicators for what questions should be
asked when developing quantitative surveys (Aday, 1996; Krowinski & Steiber, 1996). In addition to
focusing on what patients deem important, Aday (1996) and Hall and Dornan (1988b) suggest
reviewing other satisfaction surveys when designing or revising a survey.

Reviews of previous patient satisfaction survey research can provide ideas for the mgor
concepts the researchers want to operationalize and can assst the researchersin congtructing the
survey. The survey construction process that Krowinski and Stelber (1996) suggest isto start with a
draft of various forms of questions, perhaps even asking the same question different ways. Then group

the questions to create athematic flow. Strasser and Davis (1991) recommend grouping questions
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based on the facets of satisfaction such as physician care, nurang care, and satisfaction with the
facilities. But before questions can be grouped they must be devel oped.

The two types of questions used in developing survey items are quditative and quantitative
questions. Qualitative questions are open-ended questions, while quantitative questions are closed-
ended questions that have predetermined answers and are structured numericaly so that they easily lend
themsaves to satistical analysis. According to Krowinski and Steiber (1996) and Aday (1996) it is
critica to use laymen’ s terms, using language that the patient will understand and is based on the
patient’ s perspective. Additiondly Aday (1996) states that the wording must capture or convey the
objective (concept or congtruct) of the survey. Fieding, Hedley, Cheang, and Lee (1997) encourage
researchers to ask patients to decide on the wording of questions and to get input from patient advisory
councils and focus groups. Burroughs, Davies, Cira, and Dundgan (1999) successfully used focus
groups, patient interviews, literature search, reviews of previous surveys, and consultation with subject
meatter expertsto develop their survey.

Developing survey questionsisas much an at asitisascience. The art challenges researchers
to be creative and ingenious so that the questions asked speak to the respondent in the way intended.
The art must be supported by the science aspect of developing and testing hypotheses to determine if
the questions asked dlicit accurate responses. It is through the science aspect that researchers learn
about sources of errorsin survey questions. One common error that researchers must be aware of is
the respondent’ s propensty to give socidly acceptable responses when asked threatening or sensitive
guestions (Aday, 1996).

Krowinski and Steiber (1996) offer the following advice to avoid common errors. Strasser and

Davis (1991) and Aday (1996) support many of these points. Thefirst point of advice isto avoid
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double negative questions as they often create confusion, which can irritate respondents and discourage
completion of the questionnaire, and can lead to misinterpretation of the question. Do not ask double-
barrdled questions. Double-barrded questions are those questions that are asking two unrelated
questions, for example, “The physcian was friendly and competent.” Avoid the use of jargon,
abbreviations, and irrdevant questions. Use unambiguous words that are easy to understand . Avoid
asking agloba question about a particular service area. These types of question do not answer “why”
and therefore provide information of little utility. Ware, Snyder, and Wright (1976) found that even
when dissatisfied, respondents provide disproportionately high ratings to globa questions. Do not ask
questions that are too persond or objectionable. Findly, eschew the use of biased questions that may
lead the respondents to a particular answer (Krowinski & Steiber, 1996).

The effect of an acquiescent response et is one other key issue discussed in the literature that
researchers must consider when developing survey questions. Ware (1978) defines the acquiescent
response st as the tendency of respondents to agree with opinion statements regardless of the content,
i.e. atendency to rate postive items postively and negative items negatively. Ware (1978) found an
acquiescent response set in 40% to 60% of the respondents in three independent studies. Gregter
acquiescent response set bias was found from respondents with lower education or income levels. The
development of multi-item scales, where severd items combine into one score, that contain balanced
response scales of positively and negatively worded items will reduce the effects of an acquiescent
response set (Aday, 1996; Baker, 1991; Ware, 1978; Ware, Davies-Avery, & Stewart, 1978, Ware
et d., 1983). Now that the generd guiddines for developing survey questions have been discussed, the

next two sections will focus on the two types of questions that can be asked on surveys.
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Quaditative Quedtions.

Open-ended or quadlitative questions are questions that give the respondents an opportunity to
further develop their point of view in their own words. Quaditative questions are more effectivein
identifying problem areas and developing solutions (HCAB, 1999b). Quditative questions result in
more negative replies than quantitative questions and tend to generate information thet is very specific,
useful, and vaid and thus can be more useful than quantitative data (Strasser & Davis, 1991). These
advantages of quditative questions can dso be disadvantages. The variability in the length and amount
of detall of the response require careful coding and complicate the analyss thus increasing the amount of
time required to analyze results. The richness of the datais diluted by the amount of time required to
andyze and summarize the results. Further complicating this problem is the issue of inter-coder
reliability, which must be evaluated and corrected if results are to be coded accurately and reliably
(Krowinski & Steiber, 1996).

Quadlitative questions are rdlatively smple to congtruct, especidly when the researcher keepsin
mind the objectives of the research and asks only those questions that will help in meeting those
objectives. The focus of quditative questions is further exploration into the respondent’ s world to get to
the answer of “why.” Simplicity and clarity are paramount.

Quantitative Questions.

Closaed-ended or quantitative questions help clarify the meaning of the question by giving the
respondent a limited number of response choices from which to select. The limited responses and use
of numerica scales make it easy to analyze the resultant data. However, as previoudy discussed
quantitative questions are subject to bias and do not capture the entire scope of the respondent’s

perspective. Some disadvantages include that it takes a consderable amount of time to congtruct valid
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and reliable questions and respondents may not redly think about their responses. Additiondly,
quantitative questions may force respondents to select an opinion when they do not have one (Aday,
1996; Krowinski & Steiber, 1996; Strasser & Davis, 1991).

Before writing quantitative questions Krowinski and Steiber (1996) recommend that the
researchers determine the type of information they want to garner from the respondents. According to
Krowinski and Steiber (1996) there are three types of information that can be obtained from
respondents. reports of facts, ratings or evaluations of providers and service setting, and reports of
intended behavior. Mogt satisfaction questionnaires are comprised of questions regarding facts and
evauations (Krowinski & Steiber, 1996). According to Ware et d. (1976) evauative or rating type
guestions are superior measures of patient satisfaction.

The response rating scae is an integra part of the closed-ended survey item or question.
Typicdly, researchers have respondents rate the intendgity or strength of their fedlings along a graded
continuum or rating scae (Krowinski & Steiber, 1996). There are numerous optionsin selecting
response scales such as dichotomous (yes or no), trichotomous (yes, no, or maybe), or scales that ask
respondents to rate services on ascaefrom 1 to 5 or 1 to 100.

Strasser and Davis (1991) recommend avoiding the use of dichotomous or trichotomous scales
and advocate the use of five- or seven-point scdes. The variance in response sets may be constrained
when using fewer intervas, such as adichotomous scae. Lewis (1994) indicates that sengtivity is
decreased when dichotomous scales are used.  The use of more intervals, such as aten- or one
hundred-point scale, may force respondents to make minute differentid judgements unnecessarily.
Strasser and Davis (1991) and Krowinski and Steiber (1996) recommend including a neutral midpoint

S0 that those respondents who do not have an opinion are not forced to provide one. The exclusion of
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amidpoint requires aforced choice for those respondents who are truly in the middie with no judgment
ether way. Thesudiesof Meterko et d. (1990) Ware et d. (1983), Ware and Hays (1988), and
Zyzanski etal. (1974) empiricaly support the use of a five-point scale and recommend its usein future
Sudies.

Krowinski and Steiber (1996) discuss severd types of response rating scales, satisfaction
scales, quality scaes, frequency scaes, graphic scaes, Likert-type scaes, and summated scaes.
Satisfaction, quality, Likert-type, and summated scales were the types of scaes most frequently
encountered in the literature on patient satisfaction measurement.  Satisfaction scales are those scales
that ask respondents how satisfied they are based on ascale ranging from very satisfied to very
dissatidfied. Quadity scales ask respondents to rate service dimensions based on a scale that ranges
from poor to excellent (Krowinski & Steiber, 1996). Aday (1996) notes that research suggests that the
quaity scale is superior to the satisfaction scae because it has atendency for resultsto be less skewed
to higher levels of satisfaction, thereis a greter variahility of results, and is more reflective of patient
intentions to seek care.

Traditiond Likert-type scaes begin with a stlatement about the service or care rendered vice a
guestion and the respondent is asked to determine degree of agreement or disagreement with the
statement (Cooper & Schindler, 1998). Frequently the following five-point scadeis used, 1 — strongly
disagree, 2 —disagree, 3 — not sure, 4 —agree, 5 — strongly agree (Krowinski & Steiber, 1996).
Summated scales are scales that are created by adding together the rating scores of internally consistent
items. Thistype of scaleis conddered to be superior to assessing individud items, asindividud item

scores have atendency to produce measurement errors (Krowinski & Steiber, 1996). Ware et d.
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(1976) found inconsistent and unreliable results based on individud items when respondents were re-
adminigtered the same survey.

Krowinski and Steiber (1996) recommend using Likert-type summated scales and concur with
the reasons provided by Ware et d. (1983). Firg, use of auniform response scae facilitates survey
completion. Second, the standardized response scales make the task of formatting the questionnaire
eader. Theitem semisto the left with the response scale to the right of each item requires less space
on a printed page than other formats. Third, item stem statements can be easily reworded to reduce
skewness. Skewnessisameasure of adigtribution’s symmetry. Skewness of patient satisfaction
survey data usualy shows that the mgority of responses are grouped at the positive end of the response
scae. The use of multi-items scales overcomes the effect of an acquiescent response set (Lewis, 1994;
Ware, Davies-Avery, & Stewart, 1978). Summated scores improve rdiability. Improved reliability
leads to improved confidence when scores change. Improved reliability means that the changes are a
result of changesin services or patient perception vice an error in measurement (Krowinski & Steiber,
1996).

Developing quditative and quantitative questions to adequately assess patient satisfaction isno
ampletask. The use of quditative and quantitative questions on the same questionnaire can improve the
measurement of patient satisfaction. The quantitative questions will provide ameasure and the
qualitative questions can derive more specific information. Strasser and Davis (1991) found qualitetive
data to offer the most useful information for hedlth care adminigtrators and recommend including a
quditative question within mgor survey sections. Asking for additiond genera comments will better
capture more of the patient’ s total experience than quantitative questions dlow. It may aso be useful to

focus the respondent’ s comments by asking for recommendations on how services can be improved or
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what aspects of their vigt they liked best (Aday, 1996; Strasser & Davis, 1991). To the contrary,
Krowinski and Steiber (1996) argue that when qualitative and quantitative questions are used on the
same survey ingrument there is adanger that “ neither will be donewell” (p.132). After questions are
devel oped researchers must focus on the layout of the survey and accompanying instructions.

Survey Layout, Introduction, and |nstructions.

Although the questions are the heart of the survey instrument, careful atention to detail must be
paid to the layout of the survey, the introduction, and the ingtructions. Appearanceis crucid to
obtaining the potentia respondent’ s participation. The printing of the survey should be of high qudity
(Krowinski & Steiber, 1996). The layout of the survey should be easy to follow, attractive, and easy to
read and underdand. The ingtructions must be straightforward and smple and include what the patient
isto do with survey after completion (Fitzpatrick, 1991b; Krowinski & Steiber, 1996; Lewis, 1994).

According to Strasser and Davis (1991), there are multiple goadsto be achieved in the
introduction of the survey. Firgt, respondent confidentidity and anonymity must be assured. Second,
honest responses must be encouraged. Third, respondents must be encouraged to complete and return
the survey. Findly, the introduction should be developed with amarketing mindset. Additiondly,
Strasser and Davis (1991) and Marks (1982) state that the introductory cover letter or paragraph is
crucid. They dso recommend that the chief executive officer or someone in arespected position Sgn
the introduction or cover letter. Marks (1982) aso suggests explaining the benefits to the respondent,
even if they are indirect, the introduction must convince the potential respondent that completing the
survey has value and isworth the effort. Lewis (1994) and Fitzpatrick (1991b) concur that it is
paramount to clearly, yet amply state the purpose and use of the questionnaire as well aswhy the

person was selected.
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Once the questionnaire is prepared it must be pretested, revised, and pretested again until the
respondents are able to clearly comprehend the questions, response choices, and ingtructions
(Krowinski & Steiber, 1996). Carey and Seibert (1993) recommend revising questions based on input
from focus groups and staff members. After the revision process is completed, the researcher needs to
examine the survey’ s psychometric properties by pilot testing the questionnaire on a sample of
respondents that islarge enough to alow for multivariate satistical anadyss (Fitzpatrick, 1991&;
Krowinski & Steiber, 1996).

Sampling and Survey Digtribution

In order for asurvey to be of any red vaue the sample surveyed must be representative of the
total population from which the sample was drawn. Having a representative sample is essentid to being
able to make generdizations from the sample to the populaion. Samples must be scientificaly
representative and of sufficient Size to produce satisticaly sgnificant results. Representativenessis
crucid especidly if the results of the survey will be used for decison-making or for determining and
caculating staff rewards or bonuses (Krowinski & Steiber, 1996).

Sampling determines what members of the population will be surveyed and makes data
gathering more manageable and affordable. Gathering information on an entire population is typicaly
beyond the scope and resources of most studies (Aday, 1996). Kerlinger (1986) indicates that larger
samples lead to smaller errors and smdler samples render larger errors. Additiondly, larger samples
provide more accurate statistics. Kerlinger’s (1986) ideaiis not that more is better, but that the
probability of sdecting adeviant sampleis greater in smdler samples. Meterko et €. (1990)
recommend larger samplesif the sample isto be divided into subgroups to provide a more focused

andyss.
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Random sampling is a sampling method that ensures that al members of a population have an
equal chance or probability of being sdected (Kerlinger, 1986). Random samples are unbiased in that
they safeguard representativeness by ensuring that no population member has a better of chance of
being sdected and eliminates bias created by sdlection preference of one individuad type over another
(Kerlinger, 1986; Krowinski & Steiber, 1996).

According to Aday (1996), Krowinski and Steiber (1996), and Marks (1982) there are four
primary probability sample desgns typicdly used in conducting surveys. They are the Smple random
sample, systematic random sample, dratified sample, and cluster sample. The uncomplicated sample
designs are the smple and systematic random samples while the more complicated designs that are used
in complex multi-stage surveys are the dratified and cluster sample methods. Sampling design sdection
depends on the objectives of the survey.

Krowinski and Steiber (1996) warn againgt nonrandom sampling as this type of sampling brings
with it Sgnificant risk that the sample generated will not be representative of the population. Examples
of nonrandom samples include taking a sample that is convenient at the time of the study or cregting a
sample that consists of patients from one nuraing unit in the hospital. These types of samples, though
easy to gather data from, will render any generdizations to the population virtudly usdess.

According to Krowinski and Steiber (1996) there isno ided sample sze. Sample
representation of the population is more important than the sheer size of asample (Cooper & Schindler,
1998). Many factors must be consdered when determining sample sze. The gods of research, the
leve of analyss, the effect of the sample design, the expected response rate, expected proportion of

eligibles, and cost will dl impact determination of the sample sze (Aday, 1996; Cooper & Schindler,
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1998; Krowinski & Steiber, 1996; Strasser & Davis, 1991). For more detailed information on sample
Sze see Aday (1996).

Survey digtribution and frequencies of distribution depend on the god's or objectives of the
research and the associated costs. Strasser and Davis (1991) do not recommend distributing surveys
during the patient’ s say as the patient’ s dertness and level of pain may impair judgment. Strasser and
Davis (1991) found that distributing surveys at the time the patient is departing the facility was lessthan
successful in an outpatient setting. The problems with on-gte hand-ddivered surveys at the time of
departure or discharge as discussed by Strasser and Davis (1991) are asfollows. Firgt, it iseasy for
the survey to get logt in dl the paper work and medical supplies that may be obtained during avigt.
Second, patients have more important things on their mind and may discard the survey either
intentiondly or unintentiondly. Third, the staff may be too busy to hand out the survey. Thelast
problem is that digtribution is not systematicaly controlled, which could result in a biased,
unrepresentative sample.

Maliled surveys have advantages over surveys given during and at the end of a patient visit.
First, demographic information can be gathered from the patient’s medica record that can be encoded
with the survey. Second, it provides the patient an opportunity to recuperate and reflect on their visit.
Third, mailed surveys can be completed in the privacy of the respondent’s home affording privacy and
psychologica distance from the hedth care facility. The disadvantages of mailed surveysincude the
cost of mailing and the delay in getting the survey to the patient. Based on the advantages, Strasser and
Davis (1991) recommend the use of a mailed survey.

The find issue to be addressed in the discussion of survey digribution istiming. The

fundamenta question is how long after the vist should the patient be sent a satisfaction questionnaire?
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According to Strasser and Davis (1991) a perfect system for measuring patient satisfaction would query
patients three to Sx days after discharge. Zimmerman, Zimmerman, and Lund (1996) clam that Press,
Ganey Associates, Inc., awell-known patient satisfaction survey firm, recommends mailing surveysto
patients one to three days post discharge. Thisfdlsin line with Strasser and Davis' (1991)
recommendation based on the assumption of a posta system that would deliver the survey in two days
time.
Response Rates

Response rates vary from survey to survey. Interview and telephone surveystypicaly enjoy
higher response rates, while mailed self-administered surveys have awide range of response rates
(Rubin 1990). Those studies with higher response rates usudly indicate utilization of aggressive,
systemdtic follow up. Krowinski and Steiber (1996) indicate that survey response rates can be
discouragingly low, “typicdly in the range of 8 to 15 percent” (p. 74). However, other researchers such
as Meterko et a. (1990) report high response rates to mailed saf-administered surveys in the range of
60% to 70% and attribute this to tenacious follow-up methodology. The methodology used by
Meterko et d. (1990) included areminder, a second questionnaire, and finally a follow-up telephone
cdl. Zapkaet d. (1995) used the same type of follow-up methodology and redlized a response rate of
63%.

Rubin’s (1990) review of 36 studies reported response rates that ranged from 37% to 92%.
Carey and Salbert’s (1993) study of inpatient surveys conducted at 196 hospitals had rates that ranged
from 40% to 97% with a44% response rate overdl. The few hospitals with the highest response rates
had made follow-up telephone calls to encourage respondent participation. The Heath Care Advisory

Board' s (1999b) research stated that hospital's reported response rates ranging from 30% to 45% and
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that industry experts recommend a 40% response rate to ensure a representative sample. Another
study conducted by the Hedlth Care Advisory Board (1997) stated that profiled hospitals reported
response rates of less than 50% for mailed surveys, and response rates greater than 75% for telephone
interviews.

Thereis great variability in response rates to ambulatory surgery satisfaction surveyswith
reported response rates ranging from 6% to 77%. One of the hospitals profiled by the Hedlth Care
Advisory Board (1997) reported a 6% response for those who had same-day surgery where patients
were given the survey on the same day of their care. Salbert et al. (1999) reported a 46% response to
an outpatient surgery patient satisfaction survey that did not employ the use of follow-up activities.
Carey and Saeibert’s (1993) study aso included an ambulatory surgery survey with 125 hospitds
participating achieving an unadjusted response rate of 54%. Noon and Davero’s (1987) ambulatory
patient satisfaction survey achieved aresponse rate of 77%. With the wide varigbility in reported
response rates, researchers must employ measures to ensure higher response rates.

Numerous suggestions are given in the literature to improve response rates. Researchers should
ensure a perception of importance is conveyed to the respondent (Heberlein & Baumgartner, 1978;
Marks 1982; Strasser & Davis, 1991). This message can be conveyed through a personalized cover
letter. Addressing the following issues in the cover letter will also help to increase response rates:
guarantee confidentidity and anonymity, inform respondents that their opinions matter and that their
surveys will be read, and encourage honest feedback and completion of the survey. The survey should
be visudly appeding, easy to read, and user-friendly (Aday, 1996; Heberlein & Baumgartner, 1978;

Marks 1982; Strasser & Davis, 1991).
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A sdf-addressed, postage paid envel ope should be included with the survey. Sending follow-
up postcards or |etters to the people who received the questionnaires is dso another method to improve
response rates. This method can aso serve as “thank you” for those who have aready completed the
survey and will serve as are-enforcement that the respondent’ s feedback is important (Aday, 1996;
Heberlein & Baumgartner, 1978; Marks 1982; Strasser & Davis, 1991). Strasser and Davis (1991)
recommend keeping the survey as short as possible, while Heberlein and Baumgartner (1978) found
that alonger survey may send amessage of increased importance.

Providing an incentive is another method employed by some researchers to increase response
rates. Meterko et d. (1990) reported success using a pen sent along with the questionnaire as an
incentive for respondents to complete the survey. They found the use of the pen as an incentive
increased response rates by ten percentage points and was more effective than the incentive of a one-
dollar bill. Aday (1996) stated that there is a Sgnificant amount of research, which indicates that
monetary incentives have been shown to increase response rates without biasing results. However, she
does warn that some studies indicate that incentives set unaffordable precedents. Strasser and Davis
(1991) caution againgt the use of incentives to increase response rates as it may lead to careless
completion of the survey in addition to gppearing unprofessond to some respondents.

Survey Analyss and Presentation

After the survey is didributed the results must be analyzed in some meaningful manner. This
discussion of survey andysiswill focus on the analyss of closed-ended survey questions. The data from
the completed surveys must first be prepared for andysis. The data must be coded by trandating
responses into numerica codes suitable for satisticd andysis. For amore detailed description of

developing coding rules, coding, and preparing a coding book see Aday (1996) or Strasser and Davis
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(1991). The method of data entry into a computer software package or database must ensure that
there are virtualy no transcription errors. After the data is entered it must be andyzed.

Thefirgt step in dataandysisisto clean the data. Strasser and Davis (1991) recommend that
the researcher should assume that the data are wrong, until proven otherwise. Cleaning the data by
conducting range and logic checksisthe first step in the anadlysis process. Thisis accomplished by
Sudying the distribution of the data. A range check is ensuring that dl values fal within the assgned
range. For example, if afive-point Likert-type scae was used, dl datawould be in the range between
one and five; therefore, negative vaues, values of zero, or any number greater than five would indicate
erroneous data. The logic check is smply ensuring that the data make sense based on the researchers
knowledge of the variadbles. All questionable data should be verified with the origind survey (Aday,
1996; Strasser & Davis, 1991).

After the data are cleaned, the next step isto run the satistical analysis. Descriptive and
inferentid gatistics are the two types of atistics that can be used to andyze quantitative data.
Descriptive satistics or univariate statistics are used to describe the sample and include such measures
as frequencies, centra tendency, disperson, and shape. (Aday, 1996; Cooper & Schindler, 1998;
Kerlinger, 1986; Strasser & Davis, 1991).

Inferentid statistics have two basic characteristics as discussed by Kerlinger (1986) and
Cooper and Schindler (1998). Firdt, inferentid statistics are those statistica methods used to make
inferences of estimations about a population from a sample. Second, they are used to test hypotheses.
Bivariate and multivariate statistics permit the researcher to conduct hypothesis testing that determine the
exigence or strength of the relationship between two or more varidbles. Bivariate Satidticd andysis, as

the name implies, permits determination of the existence and/or strength of the relationship between two
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variables, while multivariate satistica andyssis between two or more variables (Aday, 1996; Cooper
& Schindler, 1998; Kerlinger, 1986). There are numerous types of bivariate and multivariate statistical
andyses, the type of data (nomind, ordind, interva, or ratio) and the relationship of the variables as
implied by the study’ s objectives and hypotheses will determine the which gatistical method of andys's
to use (Aday, 1996).

Although there are numerous Satistical analyses that could be discussed at this point such as
andyds of variance, t-tests, multiple linear regresson andysis, etc., only those that frequently appeared
in the literature reviewed for this study will be discussed. These techniques include measures of vdidity
and rediability, corrdations, factor analys's, and regresson anadyss. Although athorough discussion of
each technique is beyond the scope of this project, the review of these measures will include a
discussion of the definition and methodol ogies used.

Reliahility is the degree that a measure provides consstent, stable, dependable, and predictable
results (Cooper & Schindler, 1998; Kerlinger, 1986). Reliability contributes to vdidity “andisa
necessary but not sufficient condition for vaidity” (Cooper & Schindler, 1998, p. 171). Kerlinger
(1986) describes rdiability asthe “accuracy or precison of a measuring insrument” (p. 405). Kerlinger
(1986) rlates measurement errors and rdiability; the extent of instrument unreliability determinesthe
extent of measurement errors, i.e. the less error, the better the reliability and the more the error, the
worse the religbility.

The most frequent measure of riability used in assessing patient satifaction survey results
found during the literature review for this Sudy wasinternd consstency. Split-haf, test-retest, and
Kuder-Richardson techniques were occasiondly used, but Cronbach’s d pha was the most common.

All of these techniques employ the use of correlation methodology. Interna consstency methods were
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used in the following studies. Abramowitz, Cote, and Berry, 1987; Baker, 1991; Burroughs et d.,
1999; Carey and Selbert, 1993; DiMatteo and Hays, 1980; Forbes and Brown, 1993; Hall, Milburn,
and Epstein, 1993; Hinshaw and Atwood, 1982; LaMonica, Oberst, Madea, and Wolf, 1986;
Mangelsdorff, 1979; Marsh, 1999; Nelson, Hays, Larson, and Batalden, 1989; Selbert et al. 1999,
Stump, Dexter, Tierney, and Wolinsky, 1995; Ware and Hays, 1988; Ware and Snyder, 1975; Ware,
Wright, Snyder, and Chu, 1975; and Zyzanski et d. 1975.

Vdidity is multifaceted and assessing vdidity is controversd especidly when thereisno
standard against which to evauate it (Fitzpatrick, 1991a; Kerlinger, 1986; Rubin 1990; Ware et 4.,
1983). Vdidity isaso the degree to which different results found with a measuring instrument reflect the
actud differences of the respondents under sudy. Externd and internd validity are the two mgor forms
of vaidity. Externd vdidity addresses the generdizability of the study’ s findings to the population,
across other entities, places, and times. Internal validity is measuring what is intended to be measured
(Cooper & Schindler, 1998).

There are three mgor types of internd vaidity, content, criterion—+elated, and construct (Baker,
1991; Cooper & Schindler, 1998; Kerlinger, 1986). The type of vaidity most frequently assessed in
the literature reviewed was congtruct vdidity. Congtruct validity evauation involves consderation of
theory and the measurement instrument. How well does the instrument represent or measure the
congtructs under study? According to Cooper and Schindler (1998) the following methods can be used
to examine congtruct vdidity: judgmenta, correlation of a proposed test with an established one,
convergent-discriminant correlation techniques, factor analyss, and multitrait-multimethod andlyss.

In the literature correlations were used to support both religbility and vaidity assessments and

a0 srve as the bass for other methods such asfactor analysis. Corrdations indicate the magnitude
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and direction of the relationship between two varigbles. There are numerous types of correationsin
addition to the ones previoudy mentioned, such as Pearson’s product moment correlations, Spearman,
point-biserid, etc. The following studies used some form of correaion in the andysis of survey results:
Forbes and Brown, 1993; Hinshaw and Atwood, 1982; Burroughs et d., 1999; DiMatteo and Hays,
1980; Like and Zyzanski, 1987, Mangelsdorff, 1979; Nelson et d., 1989; Stein, Heishman, Mor, and
Dresser, 1993; Tucker, 1998; Tucker and Munchus, 1998; Ware and Hays, 1988; Ware and Snyder,
1975; and Ware et d. 1975. In the studies that discussed the use of correlation, survey items were
most often correlated with an overal measure of satisfaction, intent to return, intent to recommend, or
with each other.

As previoudy mentioned, factor analyssis used to examine congtruct vdidity. Nunnally (1978)
sates that factor anadysisis abroad grouping of approaches used to conceptuaize categories or
groupings of variables. Factor andysisis aso abroader grouping of procedures used to mathematically
determine which variable, or survey item in the case of satisfaction surveys, belongs in which category or
group. Thefollowing studies used factor andyss. Ambramowitz et a., 1987; Baker, 1991; Burroughs
et a., 1999; Carey and Seiber, 1993; LaMonicaet d., 1986; Mangel sdorff 1979 and 1994; Marsh,
1999; Stein, et d., 1993; Stump et al., 1995; McHorney, Ware, and Raczek, 1993; Seibert, et al.,
1999; Ware and Snyder, 1975; Ware et d., 1975; and Ware et al., 1983.

Krowinski and Steiber (1996) describe factor andyds as a multivariate satistica technique that
permits the researcher to collectively take individua responses and encgpsulate them into larger
patterns. Factor andysstakes individua responses and groups them into categories or factors that
behave in the same manner. This grouping alows the researcher to establish key dimensions of the

survey and to generate a smdler number of categories or factors to explain the variance. Hence, more
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of the variance of the patient’ s satisfaction of hedlth care experience is explained by fewer factors
(Bryant & Yarnold, 1995; Kerlinger, 1986; Krowinski & Steiber, 1996). Jolliffe (1995) states that the
coreidea or centra theme of factor analysisis that the measured variables represent underlying
unobservable varidbles or factors. These underlying factors are smdler in number than the measured
variables. According to Kerlinger (1986) scientific parsmony is served through factor anadysis by
amplifying research through identifying test measures that belong together in addition to identifying
underlying dimensons.

Another method used to anadyze patient satisfaction survey resultsis regresson andyss.
Regression analyssis used when the researcher is testing a hypothess that one or more independent
variables (commonly referred to as* X”) influence or have ardationship to a dependent variable
(commonly referred as*Y”). The observed independent vaue or values are used to estimate or predict
the corresponding dependent value. The changesin the dependent variable depend on and vary
according to changes in the independent variable (Cooper & Schindler, 1998; Kerlinger, 1986). Some
form of regresson analyss was used in the following studies: Carey and Selbert, 1993; Chung et dl.,
1999; Davies, Ware, Brook, Peterson, and Newhouse, 1986; Hall, Milburn, and Epstein, 1993; Like
and Zyzanski, 1987; Mangelsdorff, 1994; Rubin et d., 1993; Saibert, et d., 1999; Tucker, 1998;
Tucker and Munchus, 1998; Ware et al., 1975.

Regresson andysis helps the researcher better understand the association between variables.
There are severd types of regresson andyses. Smple regresson is where one independent varigble is
hypothesized to predict a Sngle dependent variable. Multiple regression anadysisis used when two or
more independent variables are used to andyze the common and separate influences of the independent

variables on the dependent variable (Cooper & Schindler, 1998; Kerlinger, 1986). There are other
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types of regression anayses such asordind, logistic, and stepwise regression. The type of anadlyss used
is determined by the objectives of the study and the type of datato be anayzed.

There are numerous techniques that can be used to evaluate and andyze the results of a patient
satisfaction survey. A few researchers used only descriptive statistics to andyze their data. However,
the mgority of researchersin the reviewed literature used at least one or more of the more involved
andytica techniques. According to Aday (1996) the key to data andlyssis developing the plan of
andysis prior to Stting down to analyze the data.

Measurement tools provide insght into what customers deem important. However, these
measures are meaningless unless the organizationa culture and executive leadership are dedicated to
sarvice excdlence in meeting customer needs and exceeding their expectations (Krowinski & Steiber,
1996). A systematic method of presenting the analyzed data to adminigrative managers and clinicians
must be developed. Results should be widdly distributed so that dl members of the staff can understand
what patients deem important. Results of patient satisfaction surveys should be used to recognize the
daff in a pogtive manner and should not be used for punitive purposes (Strasser & Davis, 1991).

When presenting data the researcher should use graphs that are easy to read and understand
(HCAB, 1997; Strasser & Davis, 1991). Strasser and Davis (1991) recommend keeping the data
presented smple, as smplicity encourages use. Although sophigticated statistica andysis may be used
to in preparing the data, researchers should keep the report focused on the resultant data and
associated opportunities for improvement. Mot staff members will not be interested in the Satistica
details of the andyss. However, the researcher must be prepared to address the how and why of data

andysis should the question arise.
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Alternatives to Deve oping In-House Surveys

There are three badc dternatives to conducting homemeade patient satisfaction surveys. The
first option is not to conduct the survey at al, which in today’ s competitive, customer-focused
environment is not awise or vigble dternaive. The second isto use a previoudy developed survey,
which requires gaining permission from the origind survey developers. The third option is to contract
with afirm that specidizes in patient satisfaction surveying. A detailed discussion on sdecting an outdde
vendor or how to find and select a previoudy developed survey is beyond the scope of this project.
Those parties interested in more information on these topics are encouraged to review the references of
this research project especidly; Ware, Orgren, and Conner (1999), McDowell and Newell (1996),
Hall and Dornan (1988a and 1988b), and Rubin (1990) as they will provide an overview of many of the
urvey insruments.

Purpose Statement

The purpose of this study was to evauate the patient satisfaction survey insrument used in the
Johns Hopkins Outpatient Surgery Center and to provide recommendations on how surveying patient
satisfaction in this service area might be improved. The objectives of the study in regards to evauation
of the current survey instrument were two-fold. Thefirst part of the evaluation assessed the
psychometric properties of the instrument using statistical anadyses. The second part of the evauation
critically evauated the survey ingrument relative to the literature.

Method and Procedures

The gatistical examination of the survey instrument included descriptive and inferentid atidics.

The methods employed in the sudy were conducted in a systematic manner. Firdt, dl data were copied

from Lotus 1-2-3 format into Microsoft Excel, a software package the researcher was familiar with, had
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access to, and was certain that the Excel format could be eadly transferred into the Statistical Package
for the Socid Sciences (SPSS). SPSSis the software package that was used to andyze the data.
Additiondly, this method of automated data transfer minimized the possibility of transcription errors.

The data used were results from previous surveys from fisca years 1998 (July 1997 through
June 1998) and 1999 (July 1998 through June 1999). The sample sSize was 2,338. The sample
conssted of results from 1,097 surveysin fiscal year 1998 and 1,241 surveysin fisca year 1999.

To obtain an overdl understanding of the data, descriptive statistical andyses were performed
onthedata The andyses performed included measures of centra tendency, frequencies, dispersion,
and shape. More sophisticated tatistical anayses were performed and included bivariate and
multivariate anadyses. Cronbach’s dpha was used to measure the survey’ s internal consistency or
homogeneity among survey items. Cronbach’s dphais ameasure of reiability and is frequently used to
asess satisfaction survey rdiability. Corrdation coefficients were performed to understand the
relationships between survey items. Factor andysis was used to assess condruct validity. Regresson
andyss was conducted to determine the association between the dependent variable of intent to
recommend and the independent variables of the eight, five-point Likert-type items. Due to the weak
relationship between the variables a second regresson andyss was performed using the item of overdl
impression as the dependent variable and the remaining seven, five-point Likert-type items asthe
independent variables.

Finaly, acritica evauation of the survey was conducted. The evauation was conducted
reldiveto the literature. The evauation included andlyss of the methodology used to develop the
survey, the survey items, survey sampling and digtribution, and analysis of survey results. Interviews

with the individua who developed survey and who presents the survey results to staff members were
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conducted to gather information for this portion of the evaluation of the survey. Additiondly, informa
discussions were conducted with other staff membersinvolved in the survey process.
Results

Destriptive Statistics and Rdiahility

A sample of 2,338 survey results was studied. The sample conssted of results from 1,097
surveys conducted in fiscal year 1998 and 1,241 surveys conducted in fiscal year 1999. The datafrom
the eight, five-point Likert-type items were coded using the survey results ranging from oneto five. The
data from the dichotomous item intent to recommend were coded oneif “very likely” to recommend and
zeroif “not a dl likely” to recommend. Table 2 displays the descriptive satistics of the survey
responses. The means for each of the eight, five-point Likert-type items were skewed to the pogitive
end of the rating scale and ranged from 4.46 to 4.79. For these same items, as the means increased the
gandard deviations and coefficient of variations decreased. In other words, the higher the mean, the
less dispersed the data were about the mean.

Skewness and kurtosis are both measures of disperson. Skewnessis the measure of the
symmetry of the distribution. All items had a negetive vaue for skewness. The kurtoss is the measure
of the peskedness or flatness of the didtribution. All items had a pogitive kurtoss, the item with a
dichotomous response scale had the highest kurtosis. The frequencies and associated percentages for
the firgt four items on the survey under the heading of “Our Employees’ are displayed in Tables3. The
frequencies and associated percentages for the last four, five-point Likert-type items under the heading
of “Our Unit” are displayed in Table 4. The frequencies and associated percentages for the intent to
recommend, dichotomous item were 9 (.4%) for “not at al likely” to recommend and 2,327 (99.6%)

for “very likely” to recommend.
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Cronbach’s coefficient adphawas used to measure the internal consistency or homogeneity of
the survey items. Cronbach’s dpha was caculated using three different sets of variables. Firgt, a
coefficient apha of .90 was obtained for dl eight, five-point Likert-typeitems. A second coefficient
aphaof .85 was obtained for the first four items on the survey under the heading of “Our Employees”
A third coefficient alpha of .85 was obtained for the last four, five-point Likert-type items under the
heading of “Our Unit.” Additiondly, the corrdations among the five-point response scde items,
discussed later, were moderate to moderately strong (.40 to .69) and Satisticaly sgnificant indicating
further support that the survey isinterndly religble.

Table 2. Destriptive Statigtics

Survey Item n M SD Skew Kurt. CV

Our Employees

Nursing saff courtesy and

respect 2,337 4.77 48 -2.29 6.49 10.06

Staff concern for privacy 2,338 4.61 .62 -1.54 2.52 13.43

Physician courtesy and

respect 2,338 4.79 48 -2.55 7.99 10.00

Questions answered 2,338 4.69 .59 -2.19 591 12.65
Our Unit

Overdl impression pleasant 2,338 4.71 55 -2.03 4.54 11.73

Pre-Op and Recovery Room

Cleanliness 2,338 4.68 .56 -1.86 3.98 11.99

Acceptable noise leve 2,338 4.55 .68 -1.58 2.67 15.03

Waiting area comfortable 2,338 4.46 74 -1.39 2.09 16.57
Recommend to others 2,336 .99 .06 -16.03 255.11 6.22

Note. Data presented are fisca years 1998 and 1999 combined. Skew = skewness, Kurt = kurtosis,
and CV = coefficient of variation.

Table 3. “Our Employees’ Survey Item Response Freguencies and Percentages

Response Nurses Privacy Phydcians Quedtions
Scde Freq % Freq %  Freg %  Freg %
1 2 A 4 2 2 1 5 2

2 3 d 5 2 5 2 17 v
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3 44 1.9 129 5.5 47 2.0 78 3.3
4 423 181 634 271 374 160 507 217
5 1865 798 1566 670 1910 817 1,731 740
Total 2,337 100.0 2,338 100.0 2,338 100.0 2,338 100.0

Note. The sum of the percentages may not add up to exactly 100 due to rounding.
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Table4. “Our Unit” Survey Item Response Frequencies and Percentages

Response  Impression Cleanliness Noise Waiting Area
Scde Freq % Freq % Freq % Freq %

1 1 .0 2 1 5 2 10 4

2 13 .6 10 4 27 1.2 29 12

3 71 30 74 32 145 6.2 200 8.6

4 492 21.0 553 237 667 285 747 320

5 1,761 753 1699 727 1494 639 1352 57.8
Total 2,338 100.0 2,338 100.0 2,338 100.0 2,338 100.0

Note. The sum of the percentages may not add up to exactly 100 due to rounding.

Corrdation Coefficients

SPSS was used to cregte a correlation matrix. The results of the correlation matrix are
displayed in Table 5. All but one of the correlations were significant a the probability leve less than
.01. The correlation between concern for privacy and the intent to recommend was the weakest
correlaion with a probability level of .02. The corrdations between the eight, five-point Likert-type
items were al moderate to moderately strong with correlations ranging from .40 to .69. The weskest
correlations were between each of the eight, five-point Likert-type items and the dichotomous item of
intent to recommend.

Table 5. Corrdations Between Survey ltem Responses

Item 1 2 3 4 5 6 7 8 9
1. Nurses -- 63**  6l** 56** .65**  Be**  49**  45** Q4%+
2. Privacy -- ber*  53**  G7xx Bgr*  Bh*x  40%*  Ob*
3. Phydcians -- B66**  B7x*  G2xx o A4x* A0**  06**
4. Questions -- JBOx* B3k x A8 A4x* 14**
5. Impression -- B69**  BgF*  BAx*  18**
6. Cleanliness -- 64**  BE**  11**
7. NoiseLevd -- S7r* 09 *
8. Waiting Area -- .09**
9. Recommend --

Note. ** = corrdation issgnificant & the .01 level and * = Sgnificant at .05 leve (two-tailed).
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Condtruct Vdidity

Factor andysis using principa component andysis as the extraction method was used to assess
congruct vaidity. Factor andysis was performed using the eight, five-point Likert-typeitems. Only
one component or factor emerged as aresult of the principa component analysis. The one component
explained 60.78% of the variance in the sample. All eight items had relaively strong correlation
coefficients or loadings with the extracted factor (Table 6). Because only one factor emerged rotation
of the factor was not possible.

Table 6. Items Loadings (Corrdations) with Primary Factor (Component)

Loading on

Primary

Items Factor
Nursing staff courteous and respectful .80
Staff’ s concern for patient privacy .79
Physician courteous and respectful .76
Questions answered satisfactorily a7
Overdl impression pleasant .84
Pre-Operative and Recovery Room cleanliness .82
Noise level acceptable .76
Family waiting area comforteble .70

Regresson Andyss

Regresson andyss was performed using the dichotomous item of intent to recommend asthe
dependent variable and the eight, five-point Likert-type items as independent variables. The
dichotomous variable was selected as the dependent variable based on the fact that intent to
recommend is commonly found to be an indicator of patient satisfaction in the literature. The regresson

andysis of these variables resulted in the independent variables accounting for only 5.1% of the variance
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in the dichotomous item of intent to recommend (Table 7). Due to the wesk relationship between these
variables a second regresson anayss was performed using the item of overdl impresson asthe
dependent variable and the remaining seven, five-point Likert-type items as the independent variables.
Overd| impression was selected as the dependent variable because it isthe only item that isglobd in
nature and because it is representative of the overal construct the survey was intended to measure. The
regresson analyss of these variables resulted in the independent variables explaining 61.7% of the
variance in the overal impression item (Table 8).

Table 7. Summary of Smultaneous Multiple Regresson Andyssfor Variables Predicting | ntent to
Recommend (N = 2,334)

Vaidble B SEB b p
Nursing staff courteous and respectful .014 .004 111 <.0005
Staff’ s concern for patient privacy 011 .003 -.108 <.0005
Physician courteous and respectful .016 .004 -.121  <.0005
Questions answered satisfactorily 012 .003 117 <.0005
Overdl impresson pleasant .019 .004 177  <.0005
Pre-Operative and Recovery Room cleanliness .000 .003 .000 .993
Noise level acceptable -.0008 .003 -.009 .768
Family waiting area comfortable -.0003 .002 -.004 .881

Table8. Summary of Smultaneous Multiple Regresson Anaydasfor Vaiables Predicting Overdl
Impression (N = 2,336)

Vaidble B SEB b p
Nursing staff courteous and respectful 279 022 242 <.0005
Staff’ s concern for patient privacy .015 017 017 .355
Physician courteous and respectful .085 022 074 <.0005
Questions answered satisfactorily 132 017 142 <.0005
Pre-Operative and Recovery Room cleanliness 302 .019 307 <.0005
Noise level acceptable 077 .015 .095 <.0005

Family waiting area comfortable .081 012 108  <.0005
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After determining the regression of the full model of the variables that predict overdl impresson
subsequent regression andyses were performed removing one variable a atime while holding constant
al other variables to determine the unique contribution of each variable. The F dtatistic was calculated

to determine the statistical significance of the change in R (Table 9).
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Table9. Summary of Unigue Variance Contribution of Each Vaiable in Predicting Overal Impresson
(N =2,336)

Vaidble Full Reduced
R R DR®
Nursing staff courteous and respectful 617 .589 028 <.01
Staff’ s concern for patient privacy .617 .616 .001 <.05
Physician courteous and respectful 617 .614 .003 <.01
Questions answered satisfactorily 617 .607 010 <.01
Pre-Operative and Recovery Room cleanliness 617 574 043 <.01
Noise level acceptable .617 .612 005 <.01
Family waiting area comfortable 617 .610 007 <.01

Note. df 1=1and df 2=2,329

Discusson

Saidicd Andyds

All items were negatively skewed or skewed to the left (Table 2). Thisindicatesthat the
digribution has atail that stretches to the left toward the smadler vaues and the mgority of responses
are grouped in the larger vdue range. The postive kurtoss vaues indicate a leptokurtic distribution
(Table2). A leptokurtic digtribution is one that is peaked with aheavy cluster of scoresin the center of
the curve or at ether tall of the curve. The larger the kurtosis index, the more extreme the feature. To
put the issue of kurtosisinto perspective, anorma or mesokurtic distribution has a kurtosis index vaue
of zero. A rddivdy flat or platykurtic digtribution has a negative kurtosis index value (Cooper &
Schindler, 1998). A review of the frequencies indicates that ninety percent or more of the results for
eachitemwererated at a“4” or a“5” (Tables3 and 4). Thefact that the mgority of the survey results
were a the positive end of the rating scale was expected and is supported by the literature.

Correlations coefficients between the five-point Likert-type items were dl moderate to

moderately strong (Table 5). The strongest correlation at .69 was between the overdl impression of the
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Outpatient Surgery Center and cleanliness of the pre-operative and recovery rooms. The second
strongest correlation at .66 was between physician’s courteous and respectful trestment of the patient
and satisfactorily answering questions before and after surgery. These firg two correlaions are
expected, because they are related to the respondent’ s perception of being treated in a caring manner.
The relationship between nursaing saff courteous and respectful in trestment of patients and overdl
impression was the third strongest correlation at .65. Thisisreationship is reasonable, and provides
support that nuraing saff play alarge role in the patient’ s overdl experience. The fourth strongest
correlation a .64 is between cleanliness and noise level. At firgt blush these two areas may seem
somewhat unrelated. However, both are related in that they speak to the environment and patients who
are sendtive to their environment will be more keenly aware of cleanliness and sounds. Another
expected relaionship is the one between nurang staff’ s courteous and respectful trestment of patients
and gtaff concern for privacy with a corrdation of .63, which was the fifth strongest corrdation. This
would be expected based on the amount of time the nuraing staff spends with patients and the services
they provide.

All the correlations between the eight, five-point Likert-type items and the dichotomous item of
intent to recommend were weak due the fact that very few respondents intended not to recommend, the
difference in the scales, and the responses given for the eight, five-point Likert-type items. There were
only nine respondents who indicated that they were “not at al likely” to recommend the Johns Hopkins
Outpatient Surgery Center to friends or family. Of these nine respondents six of them scored at least
two of theeight itemsat a“4” or aove. Two of these Six respondents scored dl eight itemsat a“5.”
One respondent rated seven itemsat a“5” and oneitem at a“4.” While two other respondents scored

a leest half theitemsat a“4” or above. Fundamentaly, these responses point out that athough the
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respondents’ expectations were exceeded in the areas surveyed, they did not intend to recommend.
The reaults of this andyssindicate afew possihbilities: respondents misinterpreted the scae, respondents
misinterpreted the questions, transcription errors occurred when the data were coded into the survey
result database, key determinants of patient satisfaction for these individuas are missng from the survey,
or some other unexplaned phenomenon occurred.

The overarching congtruct that was used in the development of the survey was patient
perceptions or impressions of key areas. Congruct vaidity is supported by the fact that one component
emerged from the eight, five-point Likert-type items when they were factor andyzed. Thisone
component explained a Sgnificant amount of the variance in the sample. The explanation of 60.78% of
the variance by one component and the strong loadings (Table 6) indicate that the grouping of the items
on the survey is gppropriate.

Theinitid regresson anadyss that was conducted using the eight, five-point Likert-type items as
independent variables accounted for only 5.1% of the variance in the dichotomous item intent to
recommend as the dependent variable (Table 7). The smal amount of variance accounted for can be
explained by the reasons previoudy discussed in regards to the correlations between the eight, five-point
Likert-type items and the dichotomous item of intent to recommend. Based on the reasons previoudy
discussed, although some respondents found that their expectations had been exceeded by the
Outpatient Surgery Center they would not recommend Johns Hopkins to their friends or families.
Therefore, satisfaction or dissatisfaction with the services provided was not a clear-cut predictor of
intent to recommend or not recommend.

The second regression andysis was conducted using overall impression as the dependent

variable and the remaining seven, five-point Likert-type items as independent variables (Table 8). The
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independent variables explained 61.7% of variance in the overdl impresson. Thisindicates that survey
items adequatdly predict the overdl impression by accounting for a significant amount of the variance
and dso provides further support of the congtruct vdidity. The smal amount of unique variance
accounted for by each variable indicates that there is a consderable amount of shared variance among
the seven, five-point Likert-typeitems (Table 9). Thisaso offers additiona support of construct
vaidity.

Both the full and reduced models indicate that the item of staff’s concern for patient privacy has
gopreciably lower probabilities than the other varidbles. In fact, the regression andysis results of the full
model show that thisitem is not Satisticaly sgnificant. Thisindicates the iten' s &bility to predict a
patient’s overal impression could be due more to chance aone than to atrue relaionship between the
variables when regressed Smultaneoudly.

The gatigticd andysis of the survey indicates that the survey is no different than the mgority of
the patient satisfaction surveysin that patients tend to rate their hedlth care experiences toward the
positive end of the scde. The survey isvaid and reliable. The survey measures what it was intended to
measure and has high internd conastency. However, amore thorough analyss of this survey is limited
due to the nature of patient satisfaction surveys and the absence of a standard against which to assess
vdidity. Additiondly, the datisticd andyss of this survey isfurther limited by the fact thet incomplete
surveys were not included in the data andyzed. Those surveys are rendered usdless and discarded; and
are not entered into the survey result database. The incluson of incomplete surveys may have provided
different results.

Critica Evduation of Survey Rdativeto the Literature
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The survey (see Appendix) was devel oped through the efforts of oneindividud, the Director of
Outpatient Surgery and Specia Procedure Units. The god of developing the survey wasto obtain a
red time assessment of patients perceptions or impressions of key areas. Two of the mgor objectives
in developing the survey were that the survey be short and smple. Another objective was to control
cogsin surveying patient satisfaction.  Although no established methodology was used to develop the
survey the following is an outline of the how the survey was developed.

Development of the survey involved aliterature review, areview of surveys, and discussons
with asmdl number of key staff members. The survey was devel oped to assess patient impressions of
important measures identified in the literature and centrd vaues of the Outpatient Surgery Center. The
survey items were based on survey items found on questionnaires developed by one of the better-
known patient satisfaction survey firms. After the survey was developed it was immediately put into
use.

The process used to develop the survey followed many of the suggestions offered in the survey
development literature. Such as literature review, review of previoudy developed surveys, and staff
input. However, survey development could have been improved through a pilot of the survey and by
involving patientsin the development process (Aday, 1996; Carey & Seibert, 1993; Fitzpatrick, 19914,
Krowinski & Steiber, 1996; Strasser & Davis, 1991). The involvement of patients might have included
asking for their opinions and input on the questions asked and the wording of the survey items. The
survey items were those areas important to the staff, but discussons with patients might have reveded
other areas of importance. Clearly the survey items measure what the designer wanted measured.
However, if the intent isto truly measure patient satisfaction, finding out what patients deem to be

important is critical and may result in arevison of the survey.
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Ovedl, the survey is aestheticdly pleasing and professondly duplicated. The survey might be
more attractive with the Johns Hopkins Outpatient Center logo located at the top of the survey. The
layout of the survey is easy to follow and sdf-explanatory. The size of the print is adequate, but may be
consdered abit small by some respondents. Also, the space provided to write reponsesin may be
inadequate for some respondents. The objective of keeping the survey smal produces chalenges for
the layout. Petients are verbdly told what to do with the survey, i.e. place it in a survey drop box
located next to each elevator lobby areaor drop it in amailbox. Although it is self-evident that the
survey can be placed in amailbox, no ingtructions as to what to do with the survey are provided on the
survey. A short sentence of what the respondent should do with the completed survey may help
improve response rates (Fitzpatrick, 1991b; Krowinski & Steiber, 1996; Lewis, 1994).

The introductory paragraph is positively worded and atempts to convey that the patient’s
opinion isimportant. However, it does not come right out and say “your opinion is important to us.”
The paragraph starts out with an optimidtic, yet seemingly premature thank you for completing the
survey. A thank you isaso included at the end of the survey; saying thank you twice when space on the
urvey isa apremium may be unnecessary. Also, the comment that “\We hope your surgica
experience was pleasant” seems ingppropriate. This researcher doubts that many patients would
congder asurgica experience pleasant. Findly, the last sentence implants the idea that the careishigh
quality, which may set the stage for an acquiescent response set. A suggested introductory paragraph
might reaed; “Y our opinion isimportant to us and is key to improving the care and services we provide.
Please take the time to tell us about your vigt.”

The survey item sems were Smilar to Likert-type item statements about different aspects of the

patient’s experience. All statements were positively worded which is counter to recommendations
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found in the literature to balance postively and negatively worded items to reduce the effects of an
acquiescent response set (Aday, 1996; Baker, 1991; Strasser & Davis, 1991; Ware, 1978; Ware et
a., 1978; Ware et al., 1983). Mangdsdorff (1979) suggested using item stems that are neutraly
worded. A more baanced set of survey items or neutraly worded item stems might provide more
vaiability and lessbiasin results

The mgority of the satements had a single idea or related theme for each item as suggested in
the literature (Aday, 1996; Krowinski & Steiber, 1996; Strasser & Davis, 1991). Although the
gatement “My questions before and after surgery were answered in a satisfactory manner” had asingle
theme, the times were different. How is a patient supposed to answer the question if questions were
answered before surgery, but not afterwards? And is the statement attempting to assess the manner in
which questions were answered or whether the content of the answers provided was satisfactory? A
revised statement for thisitem might read, “My questions about my surgery were answered to my
satisfaction” or “My questions about my surgery were answered in away that | understood.”

The statement “My overdl impresson of the Outpatient Surgery Center was pleasant” islisted
asthefirg item in the section “Our Unit” and should be moved to be the last item. Thisisaglobd type
question and should be asked lag, if at dl (Strasser & Davis, 1991). More importantly, what type of
information do the answersto thisitem provide? If the replies are negative thisitem provides no
information to the Outpatient Surgery Center as why respondents do not have favorable impressions.
Thisitem could be deleted based on itslack of utility and respondents’ tendencies to answer globa
questions with disproportionately higher ratings even when dissatisfied (Krowinski & Steiber, 1996;

Wareet d., 1976).
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The five-point response rating scale used for eight of the survey items ranged from “exceeded
expectations’ to “below expectations’ with “met expectations’ asamid point. Thistype of rating scale
was not discussed in the literature. A traditiond five-point Likert scale or a satisfaction scale might have
been more appropriate. A five-point Likert type would have responses ranging from strongly disagree
to strongly agree, while a satisfaction scde would have responses ranging from very dissatisfied to very
satisfied. Additiondly, afive-point Likert scale could have been used to provide increased response
categories for the item regarding recommending the Johns Hopkins Outpatient Surgery Center to friends
and family. The dichotomous response scae does not provide opportunity for those responses between
“very likdy” and “not a dl likely.”

The amount of space provided for names of employees who impressed the respondent and
suggestions seems inadequate and may convey to the respondents that the Outpatient Surgery Center is
not very interested in what they haveto say. Animproved gpproach might be to add more space for
written responses. This could be accomplished by adjusting the dignment of “Date of vist” and the
optiond areafor “Name’ and “Address” Another suggestion would be to delete “ Optiona,” “Name,”
and “Address’ and replace it with a statement such as, “If you would like to be contacted, please
provide your name and how we can reach you.” Then aline or two could be provided for the
respondent to enter their phone number or address.

The nursing Staff distributed the survey to patients on the day of the patient’ s outpatient surgery.
Theoreticdly, al patients were given asurvey to complete. In discussons with the nurang steff it was
difficult to discern if the survey was given to 100% of the patients. This method of survey distribution
may lead to sampling errors and inaccuraciesin caculating response rates. The nurses may ether

purposefully or inadvertently neglect to give every patient asurvey to complete. Thiscan lead to
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sampling errors, which may bias results and bring into question the representativeness of the sample and
the generdizability of the results. Another areaof concern with handing out the surveys a the time of
the outpatient surgery procedure isthat patients may lose the survey with al the paper work and
medica suppliesthey recaive. Although this type of survey distribution may be convenient and
inexpendve the disadvantages outwegh the benefits (Strasser & Davis, 1991). Mailing the sdlf-
adminigtered surveysis offered as a suggestion to improve survey distribution. However, thiswould
increase the cost of surveying.

Another issue related to sample representativeness and the generdizability of the resultsisthe
collection of demographic data. The survey does not include demographic variables such as age,
gender, race, ethnicity, procedure code, etc. Without thisinformation it is nearly impossble to
determine if the sample is representative of the population of patients who recelve care a Johns
Hopkins. With thisin mind, generdizations from the sample to population must be made cautioudy, if a
al. If changes are made based on the results of an unrepresentative sample, the changes may provide
less than desirable outcomes.

Response rates for this survey over the last three fiscal years have been maintained a a
consstent rate of 20%. Thisis not an abysmally low response rate, but leaves opportunity for
improvement. The manner in which the response rates are cdculated assumes that every patient who
had surgery received asurvey. As previoudy mentioned the survey distribution method does not ensure
al patientsrecaive asurvey. Thiswill atificidly lower the responserate. Further confounding the low
response rate is the fact that surveys that are not completely filled out are not recorded as returned
aurveys. These incomplete surveys are discarded and not used in the data andysis. All returned

surveys should be counted when cdculating the response rate. Additiondly, the incomplete survey
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results should aso be recorded in the survey result database. The exclusion of these data could biasthe
results. These data could aso provide ingght into evauation of the survey questions. Perhgps one
questionsiis frequently not answered.

The Outpatient Surgery Center does not employ any form of follow-up mechaniam. Using
some type of follow-up mechanism should result in improved response rates. A postcard reminder that
doubles as athank you for those who have responded is arelaively inexpensive way to increase
responserates. A second survey and follow-up phone calls are other ways response rates could be
increased (Carey & Selbert, 1993; Meterko et al., 1990; Rubin, 1990).

If amailed sdlf-administered survey were used, a magnet with key phone numbers of the Johns
Hopkins Outpatient Center could be enclosed as an incentive and thank you for completing the survey.
The magnet is only one example used as an illudtration, other types of inexpengve trinkets such as an ink
pens, key chains, or caendars could serve an incentives. In addition to serving as an incentive, the
magnet could double as amarketing tool to provide patients easy access to important Johns Hopkins
phone numbers that could be used to make future gppointments. First, a decison at the organizationa
level must be made to gpprove the use of such an incentive. Thistype of incentive, in only one area may
lead patients to expect smilar incentivesin other areas. The use of an incentive could Sart a costly
precedent for the entire organization. Before the decision to use incentives is made the cost of creating
the magnets and mailing the surveys would need to be weighed againg the potentid benefit. The Johns
Hopkins Planning and Marketing and Financid Andyss Departments could be helpful in performing
such an andysis.

The returned surveys are reviewed by the Center’ s Performance Improvement Nurse

Coordinator. If arespondent ratesanitemat a1’ or a2’ or has negative comments and provides a
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name, the Performance Improvement Nurse Coordinator attempts to contact the respondent by
telephone to discuss his or her concern. Two attempts are made to contact the respondent. The
surveys are forwarded to the Director of Outpatient Surgery and Specid Procedure Units.

The Director reviews the surveys paying particular atention to the comments. In reviewing the
comments the Director looks for trends that may indicate need for process improvement or managerid
intervention. The comments are passed on to staff members, especidly the positive comments. The
positive comments are forwarded to staff members with a persona note from the Director. The
negative comments specificaly regarding physcians are forwarded directly to the physician. The
Director discusses negative comments regarding the Outpatient Surgery Center staff membersin generd
with the gtaff during regularly scheduled staff meetings. Comments regarding specific saff members are
discussed with the individua staff member. Other comments or generd trends in comments are dso
discussed a staff meetings. As discussed in the literature the results are not used in a punitive nature
(Strasser & Davis, 1991).

The results of the survey are manudly entered into a Lotus 1-2-3 spreadsheet and are analyzed
by cdculating the response rate and arithmetic mean for each survey item on amonthly basis. The
response rates are caculated by dividing the number of returned surveys by the number of patients who
had surgery during the month. The monthly response rates and means for each item are trended and
compared to the previous year. Survey results are discussed with the staff and posted in the staff
lounge. Additionaly, up until April 1999, the results were reported to the Johns Hopkins Outpatient
Center Operating Room Committee. In April, the committee chair raised concerns that the same

information was reported at each meeting and suggested the survey be improved to increase sengtivity.
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Patient satisfaction survey results are reviewed and discussed at the Outpatient Surgery and
Specia Procedure Units Performance Improvement Committee. However, there is no systematic way
to track process improvement efforts back to patient satisfaction survey results. When process
improvements are made as aresult of patient satisfaction survey results there is no forma mechanismin
place to link the two together. The Outpatient Surgery and Specid Procedure Units Performance
Improvement Committee minutes should provide the forma link of areas identified for improvement and
process improvements. A patient satisfaction committee comprised of key staff members could be
chartered to eva uate the survey results and recommend improvements that are forwarded to the
Performance Improvement Committee. This committee could also follow when changes or
improvements are implemented and any subsequent changesin survey results.

The survey results seem to be adequately analyzed and are used to make improvements and
recognize outstanding taff members. However, amore thorough analyss of the datausing the
descriptive and inferentid atigtics discussed in the Literature Review and used in this study would
provide a better evaluation of the survey and itsresults. A more stringent evaluation of the survey could
lead to an improved survey that more accurately measures patient satisfaction. Additionally, the written
comments from survey respondents could be tracked and trended to derive more specific information
and to provide a better indgght into the overdl picture of patients perceptions of their experiences.

Ovedl, the satigticd andyss and the criticd evauation of the survey indicate that the survey is
adequate, as it measures what it was intended to measure. However, the representativeness of the

sampleis questionable. The andyses aso point toward opportunities for improvement.
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Recommendations and Conclusons

Although the andyses of the survey profess its adequacy, the survey could be improved by
implementing many of the recommendations and suggestions offered in the Discusson section of this
paper. If the intent of the survey isto truly measure patient satisfaction, the focus of the survey should
be changed. Instead of measuring patient perceptions of what the Director values as important, the staff
should find out what the patients deem to be key determinants of satisfaction. Thiswould lead to
developing an entire anew survey.

Developing a new in-house satisfaction survey usng a scientific methodology, as suggested in
any one of a number of references (Aday, 1996; Krowinski & Steiber, 1996; McDowell & Newdll,
1996; Strasser & Davies, 1991), isatime consuming process. A process that requires senior
management support and takes the dedication of key staff membersto contribute time and effort and
gather patient feedback. Based on this fact and the Ambulatory Operations and Practice Management
Senior Director’s desire to benchmark againgt other academic medica centersthis researcher
recommends the use of an outside vendor such as Press, Ganey Associates, Inc.; Galup; or the Picker
Indtitute.

Over ayear ago the Johns Hopkins Health System contracted with Press, Ganey Associates,
Inc. to provide patient satisfaction survey servicesto the Hopkins family of hedth care busness entities.
Surveying of inpatient units and many outpatient clinics began in January 1999. The Outpatient Surgery
Center could be added to this contract without any direct or indirect cost the department. Thisisan
advantage over revisng and administering the in-house survey in that the resources that would have

been expending on the in-house survey can be used for other initiatives.
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During the process of conducting this sudy the Outpatient Surgery Center was added to Press,
Ganey Associates, Inc. contract. It isaso important to note that the Outpatient Surgery Center
discontinued the survey and started a pilot of a purely quditative instrument in late October 1999. A
qualitative instrument was selected because the qualitative questions from the survey andyzed in this
sudy provided vauable information to the department. The quditative survey will be used until the end
of the cdendar year. In January 2000, the Press, Ganey Associates, Inc. survey will be used to assess
patient satisfaction in the Outpatient Surgery Center.

In addition to aresource savings to the department, the Press, Ganey Associates, Inc. survey
offers severd advantages over an in-house survey. Fird, Press, Ganey has severd years of experience
in the business of assessng patient satisfaction. Asaresult of their experience Press, Ganey hasa
database of saverd hundred hospitals and hedlthcare facilities with which they can provide comparative
andyses. They dso offer the flexibility of comparing with dl hospitals in the database aswell asa
custom group selected by the client. The survey questions used by Press, Ganey are developed using
scientific methods and patient input. The questions asked on the survey are tested for vdidity and
reiability.

The Press, Ganey questionnaireis very comprehensive and covers the continuum of the
patient’s surgery from registration, ancillary services, pre-surgery through post-surgery. Press, Ganey
provides demographic information that can be used to determine the representativeness of the survey
sample to the population. They dso provide sophisticated Satisticd dataandyss. Survey results are
provided in varying formats, numerica and graphicd, that are rdlatively easy to interpret. Press, Ganey

gaff members provide on-gte training to ensure that key staff members understanding the survey resulits.
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In each functiond unit’s survey report Press, Ganey provides a Priority Index that indicates the top
aress that should be focused on to improve patient satisfaction.

The biggest limitation of the Press, Ganey survey is that reports of the quantitative questions are
only provided every sx months. Thiswas a decison made by the organization and was based the
increased cost of recelving survey results more frequently.  Although the quantitative results are only
received twice a year the comments from the quditative questions asked at the end of each section on
the questionnaire are sent once a month.

Press, Ganey will begin surveying patients who have had outpatient surgery starting in January
2000. Before surveying begins the Director of Outpatient Surgery and Specid Procedures Units should
discuss and review the questionnaire with the staff so that they know what areas the survey will be
evauating. Also, the department should consder developing scripting for particularly senstive areas
such as privacy. When anurse closes acurtain or covers a patient with a sheet or blanket to give the
patient more privacy, the staff members should explain to the patient in Smple terms what they are doing
and why. For example, when the curtain is drawn, the nurse could say, “Mr. Soandso, let me close this
curtain to give you more privacy.” Thisway the patient will redlize that the saff is concerned about their
privacy.

In addition to preparing the saff for the upcoming surveying by Press, Ganey, the Director
should aso develop an action plan for addressing the results of the survey when they are received. Key
gaff members should be trained on the interpretation of the survey results, if they have not recaived the
training. Additiondly, the Director and other key staff members can meet with members of the Hopkins
Metrics Committee, who have received specid training in regards to interpreting the Press, Ganey

survey results. Additiondly, this committee is working closely with the Performance Improvement
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Committee to ensure that the survey results lead to improved performance. Asaresult they may be
able to offer sound recommendations on how to plan for taking action after recelving the survey results.

The first report of the quantitative survey results was provided to Johns Hopkins in September
1999. The next quantitative survey results are due out in February 2000. The Director should take
advantage of any group training sessions or meetings that are offered in regards to the survey. Having a
thorough understanding of the survey and the interpretation of the results will prove beneficid when the
quantitative results from the Outpatient Surgery Center are published in the summer of 2000.
Additionaly, the Director should talk with other functiona unit directors who have received survey
results to see how they handled the results and to gain ingght into lessons learned in dedling with survey
results.

Although the Director would have preferred to beincluded in the initial contract with Press,
Ganey Asociates, Inc., the delay in being added to the contract puts the department in a unique
position. The department can take advantage of |essons learned by other functiond unitsinvolved in the
surveying process. However, the advantage can only be redized through aggressive pursuit of lessons
learned and thoughtful involvement with those currently recelving survey results. The resourcesto gain a
full understanding of the survey and its results are available for the asking.  With sound planning and
careful execution of an action plan, the results of the Press, Ganey patient satisfaction survey can prove

be instrumenta in improving the care provided in the Outpatient Surgery Center.
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Appendix

JOHNS HOPKINS OUTPATIENT
SURGERY SATISFACTION SURVEY

Thank you for completing our Satisfaction Survey. We hope your surgical experi-
ence was pleasant. Please feel free to add any comments or suggestions that will
help us maintain our high standard of care.

Balow Mat Exceadad
Expactations Expactations Expectations
Our Employees
The nursing staff treated me
with courasy and respact 1 2 3 4 5
The staft was concerned about
my privacy 1 2 3 4 5
My physicians traated me with
courtesy and respect 1 2 3 4 5
My questions belora and after
surgery wera answerad in a
satisfactory manner 1 2 a 4 5
Our Unit
My overall impression of the
Outpatient Surgery Center
was pleasant 1 2 3 4 5
The Pre-Operative area and the
Recovery Room were clean 1 2 3 4 5
The noise level on the unit
was acceplable 1 2 3 4 5

The area where my family waited
was comfortable 1 2 3 4 5

I would recommand tha Johns Hopkins Outpatiant Surgery Center 1o my friends or family.
Not at all likely Vary likely '

Nama(s) of Any Employes that Impressed You
Suggestions on How We May Improve

Date of Visit
Optional:

MNama
Address
City State Zip

Thank you for your commants
© 1995
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